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7Introduction:
Why I chose this topic
As a medical doctor you learn how to deal with death and you feel that your duty is to encourage 
people	to	fight	against	illness	for	their	lives	but,	when	you	face	suicide,	you	feel	defenseless	because	
it is the person him or herself who chooses to die.
I’ve been working in suicide prevention for many years now. In 1986 I participated in a national 
research about suicide in Cuba, which preceded the implementation of the National Suicide Prevention 
Program in 1989and since then suicide has been a subject of my professional interest.
Another reason for choosing this topic is that I’m advocating the development and implementation 
of a Suicide Prevention Program in South Africa and this could be a good forum to talk about this 
important issue.
Definition of terms:
Although I’m sure everybody in this room has a clear notion of what suicide is, it would be appropriate 
to	define	some	terms:
Suicide:
The word “suicide” comes from two Latin roots, sui (“of oneself”) and cidium (“killing” or 
“slaying”).
The	 brief	 definition	 could	 be:	 “Suicide	 is	 an	 intentional	 self-inflicted	 death”.	 Edwin	 Schneidman	
(one of the pioneers in suicide research and suicide prevention who passed away in 2009 at the 
age of 91) gave us a more elaborate concept: “The conscious act of self-induced annihilation, best 
understood	as	a	multidimensional	malaise	in	a	needful	individual	who	defines	an	issue	for	which	the	
act	is	perceived	as	the	best	solution”(	Kaplan	&	Sadock,	2009).	I	like	this	definition	because	it	raises	
a very strong point, nobody wants to die but there are people who in certain circumstances prefer to 
die rather than live and suffer whatever amount of pain they perceive or actually experience, please 
remember here that we are talking mainly about psychological pain.
Parasuicide or suicide attempt:
Another term that I’ll use in this presentation is ‘suicide attempt’, sometimes called ‘parasuicide’, a 
term coined by Kreitman, (DyerJA and Kreitman 1984). Attempted suicide is a non-fatal act in which 
an individual causes self-injury by whatever means. Suicide attempts, particularly life-threatening 
attempts, are sometimes referred to as “parasuicides,”. Personally, I don’t like the term because 
in	strict	terms	parasuicide	means	something	which	is	not	suicide	(	prefix	para=	alongside,	beside	
something) and in daily medical practice, health care practitioners look at “parasuicides” cases 
as people calling for attention or something  not really serious, when the reality is that the most 
significant	risk	factor	for	suicide	is	a	previous	suicide	attempt.
In the sections below, I attempt an analysis of the various perspectives from which suicide can be 
viewed.
There are many perspectives from which suicide can be analyzed, among them: historical, sociological, 
cultural, epidemiological, biological, genetic, psychological, diagnostic, philosophical, theological, 
economical, occupational and existential,(Kaplan and Sadock 9th Edition, 2009) for the sake of time 
it won’t be possible to touch on all of them but during this presentation I’ll refer to most of them. 
In any case, with more than one million suicidal deaths globally every year, and with no country or 
culture being immune to this calamity, suicide becomes a clear public health issue that needs careful 
attention.
8Historical background: 
Suicide history goes back to the very same history of mankind, there are several passages in the 
Old Testament (Hebrew scriptures) where suicide was discussed or even described (Robinson B.A. 
2009).	One	of	the	first	classifications,	now	mainly	of	historical	value,	came	from	Émile	Durkheim,	
a French sociologist, one of the pioneers of modern sociology, who divided suicide into: “egoistic, 
anomic, and altruistic” (Durkheim 1951). In the past some cultures prohibited a normal burial for 
people who committed suicide, although the restrictions varied according to time and place. A 
common practice in England, until 1823, was to bury a suicidal person at night at a crossroad with 
a stake driven through the heart. In France, the body was dragged through the streets and then 
hanged from the public gallows. In Prussia, early laws required the victim to be buried under the 
gallows. (Murray Alexander 2000)
The	official	attitude	towards	suicide	has	evolved	and	changed,	depending	on	the	development	of	
science and the prevalent philosophical and religious ideas. The following sums up the historical 
developments, according to Tondo Leonardo and Baldessarini Ross J (2001),:
Ancient cultures:
Western cultures have always considered suicide with caution and at different levels of acceptance 
or sanction. “In ancient Greece, suicide was an offense against the state and suicides were denied 
burial in community sites, and sometimes mutilated”. Suicide was generally condemned but accepted 
as an act of honor mainly for soldiers involved in war in case of being defeated. Durkheim (1951) 
wrote: “At Athens, if he asked authority of the Senate before killing himself, stating the reasons 
which made life intolerable to him and his request was regularly granted, suicide was considered a 
legitimate act.”
Middle Ages:
This ambivalent attitude continued during The Middle Ages in Europe, but the dominant view was 
that	suicide	was	a	selfish	or	criminal	act.	(Tondo	L.	2000)
17th-19th Centuries:
During the mid-17th century the term “suicide” became increasingly used in England and 
throughout Europe. According to Tondo L. (2000) the idea that suicide was due to mental illness 
was widespread through Europe, but only after the French Revolution in 1789 did suicide start to 
be decriminalized.
Religious Views: In general suicide is considered a sin against God among monotheistic religions.
Is Suicide always associated with mental illness?
The short answer to this question, is no, suicide is not always associated with mental illness even 
though it is generally accepted that 10% of mentally ill patients commit suicide during their life time 
and 90% of suicide are associated with some type of mental illness mainly depression, schizophrenia 
or substance related disorders (WHO, 2006., Benedetto Sarraceno 2006)
9Figure 1. Suicide and Mental Disorders ((Benedetto Sarraceno 2006)
Psychological	autopsies	find	out	different	forms	of	psychopathology	but	the	state	of	mind	conducive	
to suicide is not synonymous with mental disorder. (Tondo Leonardo, Baldessarini Ross J. 2001)
Etiology and risk factors:
biological:
There is an increased risk of suicide in some families. Although an early twin study found  y
no evidence of increased concordance for suicide in monozygotic twins (Tondo Leonardo, 
Balsessarini	 Ross,	 2001)	 several	 other	 twin	 studies	 on	 suicide	 have	 found	 a	 significantly	
greater risk of double suicides among identical vs. fraternal twin pairs.(Alec Roy et al. 1991)
Postmortem studies strongly suggest that cerebral concentrations of serotonin are reduced in  y
suicides .(Johan Arehart-Treichel 2003)
A number of recent studies have shown epigenetic alterations associated with suicidal behavior.  y
“These epigenetic mechanisms, which alter gene expression via alternative mechanisms to 
the coding DNA sequence, result from environmental effects acting on the genome.” Results 
from animal studies could be applied to human studies e.g. environmental variations could 
trigger	epigenetic	modifications.	“The	expression	of	a	number	of	genes,	which	are	involved	
in normal brain functions and that have been shown to be under epigenetic control, seem to 
be dysregulated in suicide”. ( Labonte B., Turecki G.2010)      
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Psychological:
Psychodynamic	theories	regarding	suicide	pointed	out	internal	conflicts,	losses,	and	changes	 y
in relationships as contributors to suicidal risk, and have often viewed suicide closely related 
to depression or sometimes psychosis; a more detailed analysis of psychological factors will 
follow.              
Sociological:
Sociological	 investigations	 seek	 social-structure	models	 of	 influences	on	 suicide,	 including	 y
family, culture, religion, occupation, socioeconomic class, and groups or organizations, typically 
derived from applying ecological and epidemiological methods to investigate relationships 
of suicide rates to social-demographic factors and secular variations (Tondo Leonardo and 
Baldessarini Ross 2001)           
Global influences: 
Massive global changes in the 20th century had little overall effect on international suicide  y
rates, although, paradoxically, shifts in suicide rates have been greater in countries relatively 
protected from wars and economic disasters, and increases have occurred selectively in 
countries that had relatively low rates in 1900  (Durkheim 1951, Tondo Leonardo, Baldessarini 
Ross, 2001)
Which are the psychological commonalities found in suicide?
Edwin Shneidman(1986, 1997) the American clinical psychologist and suicidologist in the early 
eighties proposed and explained some psychological characteristics that he believed were applicable 
to all types of suicides and gave us a deep and brilliant analysis of what as a rule suicide is, later 
some	critics	pointed	out	that	his	descriptions	did	not	fit	all	types	of	suicides,	especially	when	suicide	
is considered a rational choice but in any case still Shneidman’s work remains of the outmost 
interest. The following is a summary of his ideas in his own words:
The common purpose of suicide is to seek a solution:1. 
     Suicide is not a random act. It’s never done pointlessly or purposelessly:
Suicide is usually the way out of a problem, a dilemma, a crisis an unbearable situation where it 
becomes the only answer to a real puzzle.
Every suicide has as its purpose the seeking of a solution to a perceived problem that is generating 
intense suffering. To understand what suicide is about one must know the problems it was 
intended to solve.
The common goal of suicide is cessation of consciousness:2. 
In a curious and paradoxical way, suicide is both a moving toward and a moving away from 
something.	 The	 moving	 towards	 is	 the	 complete	 stopping	 of	 one’s	 flow	 of	 consciousness	
of unendurable pain as the solution to life’s painful and pressing problems, (death is a by-
product).
The common stimulus (or information input) in suicide is unendurable psychological pain:3. 
In any close analysis, suicide is best understood as a combined movement toward cessation and 
as a movement away from intolerable, unendurable pain, unacceptable anguish. It’s psychological 
pain of which we are speaking about, metapain: the pain of feeling pain.
The clinical rule is: reduce the level of suffering (perturbation) and the individual will choose to 
live.
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The common stressor in suicide is frustrated psychological needs:4. 
A	suicide	is	committed	because	of	thwarted	or	unfulfilled	needs.	Needs	are	the	very	color	and	
texture of our inner life. Redress the frustrated needs and the suicide will not occur.
The common emotion is helplessness-hopelessness:5. 
“There is nothing that I can do”. (except commit suicide) and there is no one who can help me 
(with the pain I’m suffering).
Beside hostility, there are other deep basic emotions: shame, guilt, frustrated dependency. But 
underlying all these is that emotion of active impotent ennui, the feeling of helplessness and 
hopelessness.
The internal attitude toward suicide is ambivalence:6. 
The prototypal suicide state is one in which an individual cut his throat and cries for help at the 
same time, and is genuine in both of these acts.
This ambivalence could be used in therapy.
The cognitive state is constriction:7. 
Suicide is not best understood as a psychosis, a neurosis or a character disorder but is more 
accurately conceptualized as more-or-less a transient psychological constriction of affect and 
intellect. Synonymous for constriction are tunneling or focusing or narrowing of the range of 
options usually available to that individual.
The common action in suicide is escape (egression):8. 
Egression is a person’s intended departure from a region of distress. Egression includes running 
away from home, quitting a job, deserting from army, leaving a spouse. Suicide is the ultimate 
egression.
The common interpersonal act in suicide is communication of intention:9. 
Perhaps	the	most	interesting	finding	from	large	numbers	of	retrospective	psychological	autopsies	
of suicidal deaths is that in almost every case there were clear clues to the impending lethal 
event.
Individuals intent on committing suicide consciously or unconsciously emit signals of distress, 
whimpers of helplessness, pleas for response, and opportunities for rescue in the usually dyadic 
interplay that is an integral part of the suicidal drama.
It is a sad and paradoxical thing to note that the common interpersonal act of suicide is neither 
hostility nor rage of destruction, not even withdrawal, but communication of intention.
The recognition of these clues is indispensable as one way (among others) of preventing 
suicide.
The consistency in suicide is with life-long coping patterns:10. 
We must look to previous episodes of disturbance to the individual’s capacity to endure 
psychological pain to the penchant for constriction and dichotomous thinking for earlier 
paradigms of egression.
Then that is why primary prevention is the best treatment once again.
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Suicide as a rational choice:
Rational suicide, a coinage dating back to nearly a century ago, has also been called balance-sheet 
suicide, suggesting that sane individuals can objectively weigh the pros and cons of continued life, 
and then decide in favor of death. Rational suicide takes the notion of euthanasia to the extreme 
and raises a very challenging question:“Can it ever be rational -- or defensible -- for a sane and 
healthy person to kill himself or herself?” (Barron H. Lerner, 2004) Medical ethicists, clinicians and 
experts	in	suicide	find	themselves	at	odds	on	this	matter.
Another angle of suicide as a rational choice is the so called assisted suicide mainly referring to 
terminally	ill	patients	who	ask	for	the	help	of	somebody	typically	a	doctor	to	finish	their	lives. There 
are different laws around the world related to this and only a few countries make it legal. (Derek 
Humphrey 2005).Again there is a huge debate from different perspectives on the topic.
This, usually a dramatic situation, has been taken to the movies several times, one example is the 
film	“The	Sea	Inside”	based	on	a	true	story,	Ramón	Sampedro	(Javier	Barden),	a	young	fisherman	
from the northwest coast of Spain, is injured in a diving accident that leaves him paralyzed from the 
neck down and completely dependent for his care on his older brother and his sister-in-law, who 
make	numerous	sacrifices	in	order	to	care	for	him.	Twenty-seven	years	later,	in	his	50’s,	Ramón	is	
weary of his life, which he feels is without dignity, and he tries to get legal permission to end it.
Suicide in special groups:
SSRI antidepressants and suicide
 In 2003 the FDA issued an advisory regarding the use of SSRI in children and adolescents indicating 
that their use may result in suicidal thinking or behaviours. In October 2004 the FDA instructed 
manufacturers to include a black-box warning in their SSRI products insert. The situation escalated 
reaching a tip in 2007 when the FDA forced manufacturers to include young adults in the warning 
generating a big uproar from many psychiatry and mental health associations all over the world. 
(Kaplan & Sadock, 2009)
In 2004, the Medicines and Healthcare products Regulatory Agency (MHRA 2005) in the United 
Kingdom	 judged	fluoxetine	 (Prozac)	 to	be	 the	only	 antidepressant	 that	 offered	a	 favorable	 risk-
benefit	ratio	in	children	with	depression,	though	it	was	also	associated	with	a	slight	increase	in	the	
risk of self-harm and suicidal ideation (Ian VD Weller 2004).
Only	two	SSRIs	are	licensed	for	use	with	children	in	the	UK,	sertraline	(Zoloft)	and	fluvoxamine	(Luvox),	
and only for the treatment of obsessive–compulsive disorder. Fluoxetine, despite having a favorable 
risk-benefit	ratio	for	use	with	depression	in	adolescents	and	children,	is	not	licensed	for	this	use.
(Kaplan &Sadock 9th Edition, 2009)
Current research suggests that since the FDA’s black box warning on SSRIs, pediatric patients have 
had	a	significant	decline	in	diagnosis	and	treatment	of	Major	Depressive	Disorder	(MDD)	compared	
with the increases in previous years. Previous studies showed a positive correlation between the 
use of SSRIs and a decrease in adolescent suicidality (Gibbon RD et al 2006). The question to be 
examined is how detrimental to the care of depressed adolescent patients will be the non-use 
of SSRIs ? A recent study published found that the adult population was showing effects of the 
black box warning which was to focus on the pediatric population. It found that even adults with 
depression were being treated less with SSRIs because of the black box warning (Valuk RJ 2007).
The	most	 significant	 side	effect	of	SSRI	use	 could	be	 suicide,	but	 suicide	also	 can	be	 the	most	
significant	effect	of	SSRI	non-use	in	depressed	adolescents. With proper and careful screening by 
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primary care providers and pediatricians, along with appropriate follow-up, antidepressants are able 
to be used safely and effectively (Bathia SK 2007).
If a primary care provider or a pediatrician does not feel comfortable dispensing SSRIs to pediatric 
patients, then it is very important to refer appropriately for depression treatment and be able to 
recognize and diagnosis MDD in pediatric patients. Each patient must be screened throughout the 
process,	and	the	benefits	of	using	SSRIs	should	outweigh	the	risks.	(Kaplan	&	Sadock	9th	Edition,	
2009, Bathia SK 2007)
Suicide and Epilepsy:
Many	studies	have	linked	epilepsy	with	an	increased	suicide	risk,	but	the	association	might	be	modified	
by psychiatric, demographic, and socioeconomic factors. (Bell G and Sanders J 2009) A Danish 
study (Christensen J et al. 2007) linked epilepsy to an increase in suicide, using a comprehensive, 
nationwide population registry to investigate the association. In this study newly diagnosed epilepsy 
patients	were	more	 than	 five	 times	more	 likely	 to	 commit	 suicide	 than	 patients	who	 had	 been	
diagnosed more than six months previously. A 29-fold increase in suicide risk was seen in newly 
diagnosed patients with a history of psychiatric illness beside the epilepsy.
Besides that, patients being treated with antiepileptic drugs for any indication should be monitored 
for the emergence or worsening of depression, suicidal thoughts or behavior, or any unusual changes 
in mood or behavior. From December 2008 all antiepileptic drugs have had a warning (not a black 
box) about the increase of suicidal thoughts or behavior. (FDA Suicidal behavior and antiepileptic 
drugs 2009)
Since epilepsy has a high morbidity in this part of the world, this potentially deathful association 
must be considered by the treating clinician.
Suicide and Myocardial Infarction:
MI could be followed by an increased risk of suicide for persons with and without psychiatric disorders. 
Research suggests the importance of screening patients with MI for depression and suicidal ideation. 
(Karen K. Larsen et al. 2010)
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Figure 2. Correlation between Mood Disorders, Suicide and Suicide attempts
Precipitating factors:(Tondo Leonardo, Baldessarini Ross, 2001)
Although a high number of suicides are a consequence of a psychiatric disorder, only a small •	
number of psychiatric patients kill themselves, quite often the suicidal decision is triggered by a 
distressing life event.
Interpersonal	or	occupational	difficulties,	with	separations	and	losses.•	
Risk factors in the elderly include medical illnesses, retirement, social isolation, bereavement, •	
and limited access to support services. 
Chronic physical illness and specially malignancy has been implicated.•	
Romantic	breakups,	difficult	family	relationships,	sexual	dysfunction,	distress	about	body	image,	•	
occupational and economic problems, academic or vocational failures, and loss of loved ones, 
are other common precipitants. 
Sometimes over-involvement in global issues, such as peace, famine, injustice, and the •	
environment, can lead to suicidal behavior.
Holmes and Rahe(Holmes TH 1967) published a list of stressful events that were empirically •	
rated for relative severity. The 10 most distressing events were: death of a spouse, divorce, 
separation, imprisonment, death of a relative, illness, wedding, job-loss, conjugal reconciliation, 
and retirement. Such events represent losses or sudden life changes that can have destabilizing 
effects	leading	to	consideration	of	suicide.	Recent	studies	confirm	the	association	of	stressful	life	
events with suicidal behavior. (David A. Brent 2010)
Kaplan &Sadoc 7th Edition
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The significance of suicide worldwide; Suicide Epidemiology:
Worldwide•	 , about 1 million persons die of suicide each year, which represents a global 
mortality rate of 16 people per 100,000 or one death every 40 seconds. It is predicted that 
by 2020 the rate of death will increase to one every 20 seconds. (Befrienders Worldwide, 
Suicide Statistics 2009). More than 30,000 in the United States and 120,000 in Europe. Each 
suicide has an impact on an average of 6-7 survivors, so that more than 6 million persons lose 
someone close to them due to suicide each year (about 180,000 in the United States alone)
Age. •	 In	general,	suicide	risk	increases	with	age,	with	the	geriatric	population	at	significantly	
increased risk. Youth suicide is a global emergency. In the United States, suicide among those 
aged 15-24 years has become a national emergency since the annual rate of suicide among 
this group has increased more than 5-fold since 1950 (from 2.7 to 13.8/100,000). (Larry 
Culpeper 2010, Tondo L, Baldessarini R., 2001)
Gender. •	 Men of all ages commit suicide 2.5 to 4 times more frequently than do women, 
whereas women attempt suicide 2 to 3 times more often than do men.(Larry Culpeper 2010, 
Ponte L. 2001)
Ethnicity and community. •	 In the United States, suicide rates are highest among whites, 
followed by American Indians, African Americans, Hispanics, and Asian Americans. (Larry 
Culpeper 2010)
Marital status. •	 Married persons have the lowest risk of suicide.(Jason B. Luoma, Jane L. 
Pearson, 2002)
Employment. •	 Work appears to be a protective factor for suicide.Though studies remain 
inconclusive, among the professional disciplines, doctors are twice as likely to kill themselves 
as the general population. And female physicians are more likely than their male counterparts. 
Some	studies	have	 identified	psychiatry,	anesthesiology,	and	ophthalmology	as	specialties	
at greater risk for suicide, with pediatrics having the least risk.( Evans Glen  et. al. 2003, 
Schernhammer ES ; Colditz GA 2010)
Among famous figures who committed suicide are:•	 Sigmund Freud, Cleopatra, Mark 
Antony, Brutus, Judas Iscariot, Hannibal, Nero, Virginia Wolf, Adolf Hitler, Ernest Hemmingway, 
Sylvia Plath, Vincent van Gogh, Jack London, Dylan Thomas, Judy Garland, Rudolph Hess, 
Pontius Pilate, Socrates, and possibly Tchaikovsky, Elvis Presley, and Marilyn Monroe. (Minois 
G. 1999)
Costs. •	 Suicide is a human tragedy and a heavy emotional burden for its survivors. The 
resulting economic burden from suicides and serious attempts may exceed $16 billion annually 
in the United States,with similar costs in Europe.(Palmer CS et al 1995)
Temporal factors. •	 The occurrence of suicide has been more common during the spring 
since at least the Middle Ages, accounting for 53% of suicides from April to July in England 
during the 16th-18th centuries.(Petridou, Eleni 2002)
Suicide attempt/ Parasuicide •	 is important since 30% to 60% of suicides have been 
preceded by an attempt, and 10% to 14% of those who attempt suicide eventually kill 
themselves, at rates about 100 times higher than in the general population(Larry Culpeper 
2010) .Data about parasuicides are even less reliable than for suicides, due to the lack of 
reliable	 national	 records	 and	 heterogeneity	 of	 classifications	 based	 on	 varying	 intent	 and	
lethality. International studies have reported prevalences for suicide attempts in the general 
population ranging from 0.04% to 4.6% for lifetime risk and about 0.8%/year overall, or 
0.2% to 0.6%/year for apparently life-threatening acts. The ratios of attempts/suicides in the 
general population has varied from 6:1 to 25:1, and averages about 18:1 worldwide. (Keesler 
R. 1999)
16
Table	1.	Rates	of	suicide	per	100,000	population	worldwide	(modified*	from	Wikipedia	2012)
Suicides per 100,000 people per year[3]
Position Country Male Female Total Year
1  Lithuania 61.3 10.4 34.1 2009
2  South Korea 41.4 21.0 31.2 2010
3  Guyana 39 13.4 26.4 2006
6  Hungary 40.0 10.6 24.6 2009
7  Japan 33.5 14.6 23.8 2011
9  People’s Republic of 
China
22.23 2010
10  Slovenia 34.6 9.4 21.9 2009
12  Russia N/A N/A 21.4 2011
13  Ukraine 37.8 7.0 21.2 2009
16  Switzerland 24.8 11.4 18 2007
17  Croatia 28.9 7.5 17.8 2009
18  Belgium 26.5 9.3 17.6 2009
19  Finland 27.2 8.6 17.6 2010
21  France 24.7 8.5 16.3 2007
23  South Africa 25.3 5.6 15.4 2005
24  Austria 23.8 7.1 15.2 2009
25  Poland 26.4 4.1 14.9 2008
26  Hong Kong 19.0 10.7 14.6 2009
29  New Zealand 20.3 6.5 13.2 2008
30  Sweden 18.7 6.8 12.7 2008
31  Cuba 19.0 5.5 12.3 2008
32  Bulgaria 18.8 6.2 12.3 2008
34  Norway 17.3 6.5 11.9 2009
35  Denmark 17.5 6.4 11.9 2006
36  Ireland 19 4.7 11.8 2009
38  Canada 17.3 5.4 11.3 2005
40  Chile 18.2 4.2 11.1 2007
41  United States 19 4.9 11.8 2008
43 India 13 7.8 10.5 2009
44  Singapore 12.9 7.7 10.3 2006
45  Slovakia 19.8 1.9 10.3 2009
46  Australia 14.9 4.5 9.7 2009
47  Germany 15.1 4.4 9.5 2009
50  Netherlands 12.0 5.0 8.5 2009
51  Republic of Macedonia 12.6 3.9 8.0 2009
52  El Salvador 12.9 3.6 8 2008
53  Portugal 13.2 3.4 7.9 2008
55  Luxembourg 13.2 2.9 7.8 2008
57  Argentina 12.6 3 7.7 2008
58 Spain 11.9 3.4 7.6 2008
59  Puerto Rico 13.2 2.0 7.4 2005
60  Ecuador 10.5 3.6 7.1 2009
17
61  United Kingdom 10.9 3 6.9 2009
64  Italy 10.0 2.8 6.3 2007
65  Costa Rica 10.2 1.9 6.1 2009
66  Israel 9.9 2.1 5.8 2007
67  Nicaragua 9 2.6 5.8 2006
69  Colombia 7.9 2 4.9 2007
70  Brazil 7.7 2 4.8 2008
71  Uzbekistan 7.0 2.3 4.7 2005
72 Seychelles•	 8.9 0.0 4.6 2008
81  Cyprus 5.9 1.3 3.6 2009
84  Greece 6.1 1 3.5 2009
85  Malta 5.9 1 3.4 2008
98  Azerbaijan 1.0 0.3 0.6 2007
98  Maldives 0.7 0.0 0.3 2005
*Data	previous	2005	has	been	removed,	countries	has	been	selected	randomly	to	get	worldwide	
representation, the position in the left column refers to the position in the original table.
Suicide as a public health problem, the challenge of a reliable statistic system:
Only a handful of countries have a reliable dead count system (Mathers, Fat, Inoue, Rao, & Lopez, 
2005).In the same way there are big differences between richer and poorer countries in accurately 
registering manner and cause of death. Regarding suicide the variable stigma of self-harm combined 
with limited resources for conducting proper forensic death research are likely to generate large 
registration gaps among richer nations as well.
Generally	 speaking	 suicide	 misclassification	 is	 overwhelmingly	 one-way	 (O’Carroll,	 1989)	 false	
negativity (same as undercounting) appears far more problematic for suicide etiology and prevention 
than false positivity (overcounting).
The ratio of death from underdetermined injury intent to suicide is a crude but valuable indicator 
for assessing suicide undernumeration, to the extent that some researchers have inferred from 
it that only a few countries, most notably Austria, Hungary and the Netherlands do really well in 
counting suicides (Rockett & Smith, 1995; Rockett & Thomas, 1999; Värnik et al., 2010) Usually 
suicides are hidden in other cause-of-death categories besides undetermined intent. Australia, one 
of the countries with an excellent suicide prevention program nevertheless has serious problems of 
misclassification	of	suicides	within	the	group	“accidents”	and	ill-defined	another	unspecified	causes	
of mortality.(De Leo, 2007; De Leo et al, 2010)
The WHO declared the 10th of September each year World Suicide Prevention Day in order to 
enhance awareness of suicide as a public health problem, however suicide remains yet far from 
achieving the universal recognition it warrants as a public health problem.Ian R. H. Rockett (2010) 
reckons that globally the true annual suicide toll could easily double or triple the conservatively 
death estimated of one million. All over the world the need for effective prevention demands among 
other things, production of reliable data.
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Myths about suicide: (Kevin Caruso)
No one can stop someone who is determined to commit suicide.•	
If someone tries to commit suicide, he or she is ‘crazy’.•	
Asking someone about plans to commit suicide will lead to suicide attempts.•	
Those who talk about suicide rarely actually commit it.•	
Someone with a history of a failed suicide attempt was just being manipulative.•	
Those who improve after a suicidal crisis are not at risk for another attempt.•	
Once someone has tried to commit suicide, thought of suicide will always be present.•	
The truth is just the opposite of what these myths state.
The South African situation:
Coming home, where we are, i.e. South Africa, is the case any different? Certainly not there is 
evidence that suicide cases do occur in South Africa too. It must be noted there is no systematic 
mortality data collection in South Africa and therefore information concerning suicide is mostly 
derived from ad hoc studies.(L. Schlebusch 2000).
According to the former Minister of Health, the late Dr. M. Tshabalala-Msimang, suicide appears to 
be more common among young people, with almost half (46.5%) of the suicides involving young 
adults between 20-34 years. The most common method used to commit suicide is hanging; the 
second	method	is	the	use	of	a	firearm.	(Tshabalala-Msimang	M	at	the	IASP	23rd	World	Congress).
Professor L. Schlebusch asserts that suicidal behavior amongst black South Africans is an increasing 
serious problem in this country. What is even more frightening is that it is not only members of the 
general	public	that	commit	suicide	in	this	country,	the	police	officers	do	too.	It	is	reported	that	in	
South	Africa	the	number	of	police	suicides	is	five	times	more	than	that	found	in	police	services	in	
some other countries (Schlebush L. 2005), is this not alarming? The WHO 1990 report presents an 
overall rate of suicide of 17.2 per 100,000 inhabitants of South Africa.
Alcohol is a major contributing factor to suicide in South Africa. It is estimated that about one-third 
of all suicides recorded in South Africa are attributed to alcohol use or abuse (Clark Liz 2004).
Just to cite one geographical area, it is reported that suicide rates have risen in parallel to the rise 
in mortality due to HIV/AIDS over the same period in the Transkei region (Meel 2009). Worldwide 
it	 is	 reported	 that	despite	a	 significant	decrease	 in	 suicide	among	HIV-infected	 individuals	 since	
1996,	the	suicide	rate	in	these	patients	remains	significantly	higher	than	in	the	general	population,	
indicating a need for better suicide prevention strategies and improved mental health screening and 
treatment in these vulnerable individuals (Caroline Cassels Medscape January 2010)
A nationwide Swiss study shows that after the introduction of highly active antiretroviral therapy 
(HAART) in 1996, suicide rates among HIV-positive patients decreased by more than 50%. 
Nevertheless, the investigators found that in 2008, suicide rates in HIV-infected individuals were 
more than 3 times higher than the rates of the general population.(Olivia Keiser et al. 2010)
South African research suggests a correlation between suicidal behaviour and the prevalence of 
HIV/AIDS. In a study of 112 patients who attempted suicide Laurens Schlebusch, &Vawda N. (2010) 
stated that his study indicates that “HIV-infection can be an underestimated attempted suicide risk 
factor and that effective management and prevention of suicidal behaviour in this population should 
include as imperatives early recognition of associated neurocognitive implications, psychopathology, 
the dynamics of dysfunctional partner relationships and related stressors”. The authors clearly point 
out, in this study, that it is not only the fear of a life-threatening disease that situated these patients 
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on suicide risk but also the complex psychological dynamics of the couple relationships and the 
sequels of the illness on the brain. 
In South Africa males suicide is rated at 79.2% and the ethnic distribution of suicide in the country 
is  reported at 43.3% black, 38.4% white, 15.9% coloured and 2% Asian (Indian) (L. Schlebush 
2005). 
The risk for attempted suicide is highest in the age group 18–34 and coloureds had the highest 
lifetime prevalence for attempts. Cumulative probabilities are 43% for the transition from ideation 
to a plan, 65% from a plan to an attempt, and 12% from ideation to an unplanned attempt. About 
7.5%	of	unplanned	and	50%	of	planned	first	attempts	occur	within	1	year	of	the	onset	of	ideation.	
South Africans at higher risk for suicide attempts were younger, female, and less educated. (Sean 
Joe et al. 2008)
It is clear from the discussion above that a suicide prevention program is a necessity in this 
country.
Management of the suicidal patient: 
The best management approach is prevention and I’ll talk about it before closing this presentation. 
However the management of the suicidal patient as an individual is biopsychosocial and is based on 
the underlying disorder, suicidal ideation or attempt is just a symptom, then the correct assessment 
is crucial therein. Psychotherapy, appropriate pharmacotherapy and social manipulation must be 
indicated.	Thus	it	is	clear	that	the	first	step	in	all	this	process	is	an	accurate	assessment.
Suicide assessment: 
An essential preliminary step in clinical management of persons who are potentially suicidal is to 
consider relevant risk or causal factors and potentially protective factors. Moreover, such risk factors 
may or may not be identical for suicides and those attempting suicide.  Notable risk factors (Table 
2) include social isolation and threats to emotional security and self-esteem, including psychiatric 
or medical illness. Particularly important predisposing factors seem to be a depressive disorder, 
hopelessness, previous suicide attempts, and substance or alcohol abuse. Alcohol abuse is a major 
factor that has been found in the history of at least one fourth of all suicides examined, and 
identified	as	an	acute	factor	in	at	least	half.		Risk	tends	to	be	very	high	in	older	men	who	live	in	
rural	or	other	socially	isolated	locations.		Additional	factors	specific	to	youth,	include	early	marriage,	
unwanted pregnancy, and absence of parental support, a history of abuse, school problems, lack of 
social	acceptance,	and	availability	of	firearms.	Protective	factors	may	include	religious	faith	and	the	
presence of young children.
There are several tools for suicide risk assessment, among others: The Suicide Guide Assessment 
(SRAG), the Tool for Assessment of Suicide Risk (TASR), the 6-item Kutcher Adolescent Depression 
Scale (KADS)and the Chehil and Kutcher Clinical Assessment of Adolescent Depression among others 
(Stan Kutcher, Sonia Chehil 2007).
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Table 2. Risk and Protective Factors for Suicide (Baldessarini J. and Tondo L, 2001)
Risk factors
Demographic or social factors
•	 Young	and	elderly	men	
•	 Native	American	or	Caucasian	
•	 Being	single	(widowed	>	divorced	>	separated	>	single)	
•	 Social	isolation,	including	new	or	worsening	estrangement,	and	rural	location	
•	 Economic	or	occupational	stress,	losses,	or	humiliation	
•	 New	incarceration	
•	 History	of	gambling	
•	 Easy	access	to	a	firearm
Clinical factors
•	 Past	and	current	major	psychiatric	illness	(especially	depressive)	
•	 Personality	disorder	(borderline,	narcissistic,	antisocial)	
•	 Impulsive	or	violent	traits	by	history	
•	 Current	medical	illness	
•	 Family	history	of	suicide	
•	 Previous	suicide	attempts	or	other	self-injurious	or	impulsive	acts	
•	 Current	anger,	agitation,	or	constricted	preoccupation	
•	 Current	abuse	of	alcohol	or	drugs	or	heavy	smoking	
•	 Easy	access	to	lethal	toxins	(including	prescribed	medicines)	
•	 Formulated	plan,	preparations	for	death,	or	suicide	note	
•	 Low	ambivalence	about	dying	vs.	living
Factors specific to youth
•	 All	of	the	above,	less	racial	difference	
•	 Recent	marriage,	unwanted	pregnancy	
•	 Lack	of	family	support	
•	 History	of	abuse	
•	 School	problems	
•	 Social	ostracism,	humiliation	
•	 Conduct	disorder	
•	 Homosexual	orientation
Precipitants
•	 Recent	stressors	(especially	losses	of	emotional,	social,	physical,	or	financial	security)
Protective factors
•	 Intact	social	supports,	marriage	
•	 Active	religious	affiliation	or	faith	
•	 Presence	of	dependent	young	children	
•	 Ongoing	supportive	relationship	with	a	caregiver	
•	 Absence	of	depression	or	substance	abuse	
•	 Living	close	to	medical	and	mental	health	resources	
•	 Awareness	that	suicide	is	a	product	of	illness	
•	 Proven	problem-solving	and	coping	skills
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The following is a brief guideline to the management of the suicidal patient: (David C. 
Clark 1998, Kaplan &Sadock, 9th Edition; 2009)
To recognize the risk factors for suicide, actively assess a patient’s current risk, understand the •	
differential diagnoses, and develop appropriate treatment approaches. 
Although epidemiologic risk factors are certainly useful in targeting suicide potential and •	
prevention	in	certain	groups,	factors	known	to	influence	risk	in	the	individual	are	the	most	crucial	
when assessing suicidality in a given patient. 
The greatest risk factor for suicide is the presence of a psychiatric disorder and/or history of a •	
previous suicide attempt.
Postvention: those who survive suicide refers to those who have lost a loved one to suicide (not •	
to someone who has attempted suicide but lived), this is particularly important in children for the 
long term consequences that this live event could bring to their lives, but also family and friends 
could be in need of psychological help.
Suicide Prevention:
It is not possible to prevent all suicides neither is to completely protect a given subject from suicide. 
What is feasible is to reduce the likelihood of suicide for populations and to reduce the risk of suicide 
for a given individual.
From a public health perspective suicide prevention programs must act at primary, secondary and 
tertiary levels of prevention. There is enough data showing that those countries implementing a 
comprehensive suicide prevention program have managed to reduce mortality and morbidity due to 
suicidal behavior.
Examples of national suicide prevention programs around the world:
If South Africa was to embark on a national suicide prevention program, there are a number of 
models one may look at. Following below are eight of such models developed and used in other 
countries.
Australia (Data from LIFE, Living is for Everyone: A Framework for Prevention of Suicide in Australia, 
2007)
The Australian model is the best example of a comprehensive and successful SPP. Following below 
are the features of that model:
Political involvement: 
A Council of Australian Governments (COAG) Mental Health Group in each State and Territory 
has been established. These groups involve the Commonwealth and the States and Territories 
working together to coordinate implementation. It includes the community sector and other non-
government representatives. (COAG is the peak intergovernmental forum in Australia, comprising 
the Prime Minister, State Premiers, Territory Chief Ministers and the President of the Australian Local 
Government Association (ALGA).
The budget:
A key element of the National Action Plan is the commitment from the Australian Government to 
provide funding for the National Suicide Prevention Strategy ($123 million in 2006) to enable the 
expansion of suicide prevention programs.
DOMAINS and PRINCIPLES OF CARE & SUPPORT
Universal interventions (the whole population)•	
Selective	interventions	(specific	risk	groups/communities)•	
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Indicated	interventions	(specific	risk	individuals)•	
Symptom	identification•	
Early specialized care and support (at the right time)•	
Standard specialized care & treatment.•	
Longer-term treatment and support•	
Individual, family and community growth and development•	 .
Activities should be culturally appropriated.•	
Local suicide prevention activities must be sustainable to ensure continuity and consistency of •	
service.
Suicide	prevention	activities	should	first	do	no	harm.•	
Result: A decrease in the age standardized rate of suicide from a peak of 14.7 suicides per 100,000 
people in 1997 to 8.9 in 2007 (Response Ability: Fact Sheet B1; Suicide in Australia: Facts and 
Statistics).
The second model one may look at is the Japanese one.
Japan (Motohashi Y,  Kaneko Y, H. Sasaki 2004)
One of the goals of “Health Japan 21”, a national health promotion campaign that was started in 
2000, is to reduce the number of suicides in Japan by about 30% (compared to the baseline number 
of suicides in 1999) by the year 2010.
In practice this national program was designated to the local government structures to decide on 
specific	strategies.	There	are	five	general	characteristics	of	the	Japanese	model	as	outlined	below:
They	have	national	and	local	specific	targets.•	
They develop various community projects at the same time.•	
Use of the multidisciplinary team including volunteers.•	
The programs were an initiative of the National Department of Health & Welfare •	
National target to reduce number of suicides from 31,755 to 22,000 •	
It must be noted, however, that at present the rate of suicide in Japan is still one of the highest •	
among industrialized nations, with an increase after the last years of economic recession, 2009 
rate of more than 30 per 100,000 population (RIA Novosti 2009).
•	
There	are	other	models	of	such	a	program.	See	the	features	of	some	of	them	that	are	briefly	cited	
below.
New Zealand (Beautrais A et al. 2007)  
(Annette Beautrais Canterbury Suicide Project)
Informational and educational programs for professional groups •	
Restricting access to lethal methods of suicide•	
Community gatekeeper programs•	
Screening programs•	
Public awareness education and mental health literacy •	
Treatment and support for mental illness and suicide attempts•	
Follow up care after suicide attempts •	
Restricting access to alcohol•	
Media coverage of suicide•	
School-based suicide awareness and peer support programs•	
Crisis centres and crisis counselling          •	
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Result: Their suicide rate decreased to 13.2 per 100,000 population in 2008 (Ministry of Social 
Development. 2009)
Finland (Wilson JF 2009)
The Finish program consists of four stages; research (1986-1991), Creation of an action program 
(1992), Program implementation (1992-1996) and evaluation (1997-1998)
One of the key elements is the community participation in the project from the beginning.
Results: Their suicide mortality rates decreased from 39/100,000 in 1998 to 18/100,000 in 2008.
Cuba (Sergio A. Perez Barrero 1999)
In 1989 the program started with 3 main goals: 1) To avoid the 1st suicide attempt,2) To avoid the 
repetition of the suicide attempt 3) To avoid suicide.
The program worked at 6 levels:
The Family Doctor practice.•	
The local Policlinic•	
The Hospital•	
The Municipality•	
The Province •	
The Nation•	
The Family Doctor together with the community leaders and social and political institutions conduct 
and monitor the program.
Result: Suicide rate decreased from 23.2/100,000 in 1982 to 12.6/100,000 in 2006
France (Bellanger M.,Jourdan A., 2006, Motohashi Y,  Kaneko Y, H. Sasaki 2004)
The General Direction of Public Health was responsible for the implementation which started between 
1998 and 2000.
The following action programs were implemented:
Promote suicide prevention by increasing screening of high-risk populations.•	
Reduce access to lethal measures of suicide.•	
Improve the system of hospitalization for suicide attempts.•	
Increase knowledge on suicide epidemiology.•	
Result: Suicide rate decreased to 17 per 100,000 population in 2006.
United Kingdom (Motohashi Y,  Kaneko Y, H. Sasaki 2004, UK Department of Health 2002)
In 2002 the following 6 goals were suggested to reduce the suicide rate:
Reduce availability and lethality of suicide methods.•	
Reduce risk among high-risk groups.•	
Promote mental well-being in the population.•	
Improve the reporting of suicidal behavior in the media.•	
Promote research on suicide prevention.•	
Improve the monitoring of progress towards the “Saving Lives: Our Healthier Nation” target for •	
reducing suicide. 
Result:	The	suicide	 rate	decreased	 to	11.1	per	100,000	population	 in	2008.	 (Office	of	National	
Statistics 2010, National Mental Health Development Unit 2009)
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United States of America
Aims of the National Strategy 2001: 
Prevent premature deaths due to suicide across the life span •	
Reduce the rates of other suicidal behaviors •	
Reduce the harmful after-effects associated with suicidal behaviors and the traumatic impact of •	
suicide on family and friends 
Promote opportunities and settings to enhance resiliency, resourcefulness, respect, and •	
interconnectedness for individuals, families, and communities 
Result: Suicide rates: 10.9 per 100,000 population in 2006 (NIMH, Suicide in the US) .
According to existing literature the most accepted general components of suicide prevention programs 
at each level are the following:
Table 3. General components of suicide prevention programs according to primary, secondary and 
tertiary prevention (Motohashi Y,  Kaneko Y, H. Sasaki 2004)
PRIMARY SECONdARY TERTIARY 
Community Health 
education programs 
(HEP) 
Early detection and treatment 
of depression and other mental 
disorders 
Provision of counseling and 
support for the families and 
friends of suicide victims. 
School based HEP Improvement of emergency 
care for attempted suicides 
& patients with mental 
disorders 
Prevention of cluster suicides 
Empowerment of 
Health professionals 
Increase consultations 
in the community 
Improvement in psychosocial 
care of physical illness 
Health communication 
using mass media and 
IT 
Improvement in the 
management of substances 
related problems 
Improvement of access 
to mental health 
services 
Strengthening of suicide crisis 
interventions 
Social policies on 
unemployment and 
labor conditions 
Reduced availability of lethal 
suicide methods 
Promotion of research 
on suicide 
Promotion of research on 
suicide
Promotion of research on 
suicide
Support for NGOs 
engaged in activities 
such as life hot-lines 
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Charactheristics of effective suicide prevention programs
Clear	 identification	 of	 the	 population	 that	 will	 benefit	 from	 each	 intervention	 and	 from	 the	yy
program as a whole. 
Specification	of	the	outcomes	to	be	achieved;	yy
Inclusion of interventions known to effect a particular outcome; yy
Coordination and organization of the community to focus on the issue; and yy
It should have a clear plan with goals, objectives and implementation steps.yy
Prevention	 programs	 should	 be	 age-specific,	 developmentally	 appropriate	 and	 culturally	yy
sensitive.
The way forward
Political commitment.yy
F◦	 rom the leaders of Parties, members of Parliament and the National Department of 
Health	to	provincial	and	municipal	offices.
A special budget to support health actions and research is needed.◦	  
Creation of a National Advisory Council on Suicide Prevention.yy
A National Advisory Council with branches at Provincial level should be created; the ◦	
composition of this council must include representatives of all sectors of the society 
not only from the health sector.
National statistical support system.yy
 A system of monitor, track and recording the problem must be developed.◦	
Compulsory declaration of suicidal behaviour on the health statistics system should be ◦	
considered.
The Mental Health Team and specifically, psychiatrists and psychologists must be yy
the champions of this program.
The role of such a team should be:
To educate policy makers about suicide and suicide prevention.◦	
To highlight suicide prevention in the undergraduate and postgraduate programs for ◦	
medical doctors. 
In addition, SASOP, Social Psychiatry Special Interest Group, the Pietermaritzburg ◦	
Suicidology Project and other interested NGOs should play an important role in this 
regard.
To conduct national research on suicide and attempted suicide.yy
There is a need to have research on suicide and suicide attempts to be conducted at ◦	
national level. Such a research could throw more light on the state of the matter under 
consideration.
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Conclusion:
Suicide is a destructive and overwhelming event. Its consequences are felt by family and friends •	
and	the	whole	community	at	large.	The	exact	figures	of	suicide	cases	for	South	Africa	are	still	
unknown but even so the fragmented data that is available is disturbing enough.
We have the challenging task of addressing this problem and taking the appropriated •	
measures.
There is no single route to achieving this goal. The factors associated with suicide are many •	
and diverse – they include social circumstances, biological vulnerability, mental ill-health, life 
events and access to means. Therefore a multidimensional approach to the problem should be 
considered.
A coherent, coordinated suicide prevention strategy therefore needs the collaboration of a wide •	
range of organizations and individuals and probably you are one of them.
I thank you.
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